A 'revision quiz' using some 20 projected photographic slides and a structured open-ended answer sheet was administered to, and marked for, 75 Final MB candidates and 7 Final FRCS candidates at Bristol. Despite only a modest exposure to specialist urological teaching, the undergraduates were judged to have achieved an acceptable level of performance in most areas except for the treatment of urinary infections. The performance of the senior house officers was not better than that of the undergraduates. Nearly all candidates in both groups undermarked their own scripts compared to the marks given by their teachers, thus fuelling, perhaps needlessly, their anxieties about examinations.
Introduction
Virtually all surgeons and physicians who teach undergraduate medical students are aware of a steady erosion of the time they spend on the wards learning 'general' medicine and 'general' surgery. The concentration of urological surgery within specialist units in the larger hospitals means that the so-called 'general surgeons' are doing hardly any at all, yet they regularly use elective perioperative catheters, and their patients develop retention from time to time. In most district general hospitals a sizeable proportion of the men with acute retention of urine are admitted under the general surgeons for emergency catheterization, and later referred to the specialist urologists for elective (prostatic) surgery.
With a constricting share of the timetable, we in Bristol now find it impossible to ensure that all undergraduate medical students receive some exposure to (pure) urology (although a majority still do), despite our knowledge that after qualification as preregistration house officers they will find that up to half the admissions on a typical surgical emergency takein are urological. We have no full undergraduate urological firm, but the two departments in the city are each linked to standard 2·month general surgical first-year firms. During this time there is a weekly tutorial ward round for the group, and pairs of students spend a single entire week seconded solely to the urologists.
Consequently, given the constraints of our curriculum, we wondered whether we were achieving a satisfactory level of knowledge in our students, and also whether our senior house officer (SHO) FRCS candidates knew more than the house officer whom they were supervising. We decided to score the results of our annual 'urology revision quiz' for these two groups of candidates. A revision quiz of 20 projected colour slides was administered to a class of 95 medical students some six weeks before their Final MB examination. The test was run in a lighthearted but rigorous fashion, with a prize being offered to the winner.
Each student was given a structured answer sheet posing open-ended questions to attract 47 answers (i.e. this was not a multiple choice format). The slides were shown over 35 minutes, and the questions repeated orally. The 'correct' answers were then discussed over the next 25 minutes, and students were asked to mark their own work. Numbers decreasing from 47 were called out to identify only the student with the top score, who was presented with the prize. The rest of the class were encouraged to hand in their (anonymous) answer sheets, and promises were made (and kept) that scores would be used solely as an aid to our teaching and for this paper. Each script attracted two marks, one given by myself as senior registrar and 'teacher' and one given to himself by the student.
The same revision quiz was also given to 7 SHOs as a Final FRCS examination revision tutorial.
Results
Seventy-five students handed in their mark sheet and 20 did not (including the prizewinner); all the SHOs handed in their answers.
The results, according to our marking of the 75 undergraduates and 7 SHOs, are shown in Table 1 . In addition, 57 of 75 undergraduates and all 7 SHOs marked their own scripts. The disparities between such pairs of marks are shown in Figure 1 . The average 'own mark' out of a possible 47 was 31.3 for students, and 34 for SHOs; these rose when we marked them, to 36.2 and 35.6 respectively. Some 45 students undermarked themselves by an average of 3.2 (range 11-0), 4 students over-valued themselves by an average of 2.4 (range 1-4) and 8 were exactly correct.
Analysis of the figures in Table 1 shows that in only 3 cases were there are any significant differences between the scores of SHOs and students, viz, question 5, testicular tumours cause multiple pulmonary secondaries; question 7, ampicillin is the treatment of choice for a Strep. faecalis urinary infection; question 16, a partly treated urinary infection is a common cause of sterile pyuria.
Discussion
Considering that exposure to urology in the Bristol undergraduate curriculum is not large, the results in Table 1 seem to indicate that a satisfactory level of knowledge, albeit with several areas of weakness, has been acquired by our students by the time that they qualify as doctors. The failure of our SHOs to improve on this basic knowledge by the time It was interesting to discover that the majority of the undergraduates and all of the SHOs were more critical of their own efforts when self-marking than was the 'external' examiner, and that this phenomenon seemed independent of the actual value of the marks. This would seem to preclude any significant degree of cheating in their self-marking", This is a concept that teachers need to bear in mind when running revision courses, to avoid fuelling unnecessary stress in the candidates.
Taking first the performance of the 75 undergraduates, it is self-evident that we ought not to expect all of them to answer every question correctly (otherwise further teaching would be superfluous: they should have our jobs). Thus a value judgment must be made for each topic on what constitutes an 'acceptable'level of correct answers.
On this basis, it was considered that the level of undergraduate performance was satisfactory in terms of the questions asked on the topics of phimosis and paraphimosis, ileal conduit, macroscopic testicular pathology, carcinoma of kidney and bladder, hydronephrosis, calculous disease, polycystic kidney and renal failure. It was unsatisfactory for multiple pulmonary metastases (question 5), and bad for the treatment of urinary infection (questions 7& 16).Not knowing that testicular tumours often develop pulmonary metastases is probably merely a minor gap in information, whereas our students seemed not to appreciate the principle of matching antibiotic to bacterium. Only a quarter of the students knew that ampicillin or amoxycillin is the drug of choice for sterile pyuria produced the old-fashioned textbook answer of tuberculosis in 83% despite the fact that TB is now rare; whereas by far the commonest cause, partly treated urinary infection, was mentioned by only 36%. Since the vast majority of prescriptions for antibiotics are initiated by pre-registration house officers2.3, it is our conclusion that we, as teachers, need to place greater emphasis on explaining antibiotic therapy in our patients.
Regarding the small group ofSHOs, it was surprising to discover that their average knowledge of the subject appeared little different from that of the undergraduates, and their top scores were not as high. In particular, it was astonishing that they did not score nearly 100% for most of what seemed to us to be very easy questions. It was especially disappointing to find that only 4 of 7 recommended transplantation for end-stage polycystic renal disease when 79% undergraduates had done so. It may be that the concentration of urology into urological units means that much more time needs to be spent with surgical SHOs to raise their standard of knowledge above the basic qualification level.
